Gestational age at delivery and risks of fetal death and neonatal morbidity were compared between women monitored as inpatients and as outpatients. Perinatal outcomes were also compared according to mode of delivery for women who gave birth at or after 34 weeks of gestation. RESULTS: Overall perinatal mortality (from 22 weeks to day 8 postnatal) was 18.4% and corrected perinatal mortality (after exclusion of lethal fetal malformations) 13.2%. Mean gestational age at birth did not differ significantly between fetuses managed as inpatients (33 weeks) and outpatients (34 weeks; P¼0.8), nor did the incidence of intrauterine death and perinatal outcomes (7/62, 6.4% and 12/139, 8.6%, P¼0.5). After 34 weeks, one third (34%) of the women gave birth vaginally. Most outcomes (umbilical artery pH, intrauterine fetal death, and neonatal death) did not differ significantly between vaginal and cesarean deliveries, although the rate of Apgar scores <7 and admission to neonatal intensive care unit (49.2% vs. 73.3%, P< .0002) were higher in the cesarean group. CONCLUSION: Outpatient management and continuation of monoamniotic pregnancies beyond 34 weeks of gestation are both reasonable options with optimal surveillance. Although cesareans seem to be recommended most frequently, vaginal delivery is not strictly contraindicated.
University Hospital Galway, Galway, Galway, Ireland OBJECTIVE: To assess the performance of the new NICHD formula for gestational age determination in a twin population. STUDY DESIGN: This is a secondary analysis of the ESPRiT prospective twin cohort. Ultrasound biometry was determined in viable twin pregnancies without congenital anomalies or twin-twin-transfusion syndrome every two weeks. Two subgroups of the ESPRiT cohort where used for gestational age determination (1) IVF/ICSI-conceived pregnancies and (2) spontaneous conception pregnancies with crown-rump-length (CRL) assessed in the 1 st trimester. Comparisons were made between ETD (IVF embryo transfer date) and CRL dating, ETD and later pregnancy biometry dating, and CRL and later pregnancy biometry dating. CRL gestational age was determined using Hadlock (1992), while later pregnancy biometry dating used either the Hadlock (1984) or NICHD (Table 2 , Skupski, 2017) formulae. The accuracy of gestational age estimation was assessed in terms of the mean (systematic error) & SD (random error) of differences in gestational age. RESULTS: There were 120 IVF twin pregnancies with known embryotransfer dates and 276 spontaneously conceived pregnancies with 1 st trimester CRL. Both groups had full biometry assessments in the 2 nd and 3 rd trimesters. The NICHD formula systematically underestimates gestational age in twin pregnancies by 1-2 weeks in the 2 nd and 3 rd trimesters in IVF and spontaneously conceived twin pregnancies (Table 1) , resulting in more spontaneously conceived pregnancies being reclassified as suboptimally dated (Figure 1 ).
In the IVF population, 1 st trimester CRL dating was more accurate in the smaller (CRL) twin than in the larger twin, overestimating gestational age by 2-3 days on average. Embryo age, which was not recorded in this study, may account for this overestimation. Both smaller and larger twins performed well using later pregnancy biometry dating (Hadlock) in the 2 nd & 3 rd trimesters, with the average twin gestation having minimum errors.
In the spontaneous conception population with CRL assessments, the larger (EFW) twin performed the best in the 2 nd and 3 rd trimesters using fetal biometry. Other CRL-based formulae were considered and gave similar conclusions (results not presented). CONCLUSION: The NICHD method for gestational age determination cannot be recommended as an alternative to the Hadlock (1984) method in the 2 nd /3 rd trimester for twin pregnancies.
Poster Session II OBJECTIVE: Pelvic Organ Prolapse (POP) has a multifactorial etiology. We aimed to evaluate the impact of different obstetrical risk factors on later POP development, focusing on pregnancy characteristics, delivery mode, and outcome. STUDY DESIGN: A case control study was performed, comparing different demographic and obstetrical characteristics in women who later developed, or did not develop, pelvic organ prolapse related hospitalizations. POP diagnosis included any hospitalization involving a pre-defined set of ICD-9 POP related codes, as recorded in the hospital computerized records. Deliveries occurred between the years 1991-2017 in a regional tertiary medical center. Study population included women who delivered via vaginal deliveries (VDs) only and those, delivered via cesarean deliveries (CDs) only. A multivariable regression model was constructed to control for confounders. RESULTS: During the study period 106,003 patients met the inclusion criteria; 0.7% (n¼719) of which were later hospitalized with a POP related diagnosis. Of the entire parturient cohort, 86.7% (n¼91,856) delivered via vaginal deliveries only, and 13.3% (n¼14,147) underwent only CDs. The following parameters were identified as significant risk factors for POP in the univariable analysis: vaginal deliveries, advanced maternal age, multiparity, maternal smoking, hypertensive disorders of pregnancy, maternal diabetes mellitus, macrosomia, and assisted deliveries (Table 1) . Notably, no significant difference was found between the groups in episiotomy rates. However, perineal laceration rate was higher in the POP group.
In the multivariable regression model, controlled for maternal age and ethnicity, the following parameters were found to be independently associated with POP (Table 2) : vaginal delivery (vs. CD, aHR 2.5); vacuum delivery (aHR 1.3); smoking (aHR 1.7); maternal hypertension (aHR 1.3) and maternal diabetes (aHR 1.5). CONCLUSION: Several obstetrical characteristics, including vaginal deliveries (vs. CD), advanced maternal age, ethnicity, smoking, maternal hypertension and maternal diabetes, appear to play an independent role in the later development of POP.
